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Date:
Name/&: O.P. No: Age/Sex:
Address: (As per photo ID proof) Mobile:
Medical History (If any): SPO,/ TEMPERATURE:
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COVID- 19 Questionnaire

YES

NO

Do you/ any of your family members have any symptoms of fever/
cough /sore throat/ Shortness of breath/ loss of taste/ smell or fatigue in
recent times
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Have you or any of yvour family member recently travelled to or from
any international or national locations identified as Covid 19 hotspots?
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Do you have any exposure to known or suspected case of Covid -19
patient in recent times?
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Have you visited any other medical facility / hospital in recent time? If
ves. for what reason?
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Are you residing in locality that has been notified by the government as
a Covid containment zone in recent time?
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Have you ever been tested for Covid-197 If yes . give details.
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| have come to Dental clinic/hospital for an emergency treatment. Dentist reserves right to
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Information given by me is true to the best of my knowledge. | fully understand and acknowledge that
withholding or mis-representation of any information is highly unethical and against the interest of
larger population during this pandemic.

(=m0 fazi::)é P RArTEC0 DR0. PP KJaJ“a“U“.‘ijl Dan 0L TPoitio OO @) dano & aarar,d

RaaioeS” Trer SRAERNGE D YPET 9o SALHT™) M SBain e0HSBRIT .)

I have been made aware that dental procedures create ultra-fine water spray that may transmit the
Covid-19 virus. | understand the Covid-19 virus has a long incubation period during which carriers of the
virus may not show symptoms and still be highly contagious. | also understand that, due to the
contagious nature of the disease and characteristics of dental procedures, | have an increased risk of
contracting the virus simply by being in a dental office in spite of the best disinfection protocols applied.
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| fully understand and acknowledge that | may be an asymptomatic carrier of the disease and hence will
strictly comply with all safety precautions and protocols advised. In the eventuality of my testing covid
positive at a later date , | will not hold the dental service provider/staff/dental set-up responsible for it .|
hereby knowingly and willingly give consent to have my emergency / urgent dental treatment
completed during the Covid pandemic. (R0 o740 cm)sb L& 92 5°0ad sumsjﬁt.b FS) o0 edo
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The above terms and conditions have been read by me / have been explanied to me in my native
language to my complete satisfaction. i agree to all terms and conditions mentioned above. (B DeoddHen
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Signature of Patient / Guardian Staff signature
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Date:

Place:



